using stepwise variable selection, and adjusted odds ratios (ORs) were calculated with 95% confidence intervals (CIs). A subsequent logistic regression model using relevant characteristics was fitted to replicate a previously validated ACVE model in adults.
Study Objectives: The Clinical Opiate Withdrawal Scale (COWS) was first described by Wesson et al in 1999 for use in initiating treatment with the partial opioid agonist, buprenorphine. The components of COWS were previously validated in other scoring systems, but the COWS tool was never fully evaluated prospectively. Despite this, it is currently widely utilized to determine degree of withdrawal symptoms and eligibility for treatment with buprenorphine. The original description of COWS states that it is "clinician performed"; however, in practice the score is frequently calculated by physicians, mid-level providers as well as nurses. In response to the opioid epidemic, many emergency departments are now initiating buprenorphine in selected patients if they demonstrate significant signs and symptoms of opioid withdrawal. It is important to determine if there is consistency in the scores obtained by nursing as compared to physicians.
Methods: In order to evaluate the reliability and accuracy of the participant's COWS score, 4 simulated, standardized patient encounters were pre-recorded by the study team. Two nurses and 2 physicians not participating in the study validated the videos for overall clarity and to ensure that each video had all components required to calculate the COWS. The information given in the videos corresponded to a COWS score predetermined by the study team. The videos were designed to assess the lower end of the COWS as this affects clinical decision to initiate treatment with buprenorphine. Individuals that are participating in the study watched and evaluated all 4 pre-recorded standardized patients and completed a COWS scoring sheet. The study subjects returned the scoring sheets and the data were de-identified. The primary outcome of interest was comparing differences in total COWS score as calculated by physicians and nurses. Secondary outcomes of interest included assessing individual components of the COWS for variation. Comparative statistics were used to evaluate differences in the outcome of interest.
Results: 23 physicians and 26 nurses completed the study procedures. The median scores are presented in the table. The median scores for each patient encounter were similar as calculated by nurses versus physicians. There was a statistical difference found only for patient 3 although the clinical significance is likely negligible (Median score by nurses ¼ 4 versus median score by physicians ¼ 5; P¼0.03). The ranges of scores showed a lack of precision of this scoring instrument. For example, the range of scores obtained by nurses for Pt. 1 was 9-25 and by physicians was 8-22. No individual component of the COWS was consistently noted to have significantly different scores as determined by nurses versus physicians.
Conclusions: Comparison of total COWS scores obtained by nurses versus physicians demonstrates similar overall accuracy. This data suggests that it is reasonable to have nurses perform the COWS assessment. A concerning finding is the lack of overall precision of the instrument. The wide ranges of scores obtained implies that there could be clinical implications such as whether or not a patient is eligible to receive buprenorphine.
Integration of Clinical Pharmacy Services in Emergency Medicine: Cost Avoidance and Qualitative Outcomes
Murad S, Bowles Z, Eastin C/UAMS, Little Rock, AR Study Objectives: The purpose of this study is to obtain qualitative and quantitative evidence to study the effect and reception of implementation of an emergency department (ED) pharmacist at a large academic medical and level 1 trauma center that may aid in further developing guidelines and recommendations for effective ED pharmacist implementation, and to add to the available quantitative data illustrating potential cost-avoidance associated with a dedicated ED pharmacist.
Methods: This prospective, institutional review board-approved 4-month study (August 2015 -November 2015) was conducted at a single-center, tertiary care, academic medical center, adult level 1 trauma center with approximately 60,000 annual ED visits and included a mixed-methods approach. The pharmacy specialist documented interventions in the electronic medical record. At the end of the 4-month investigational period, all interventions were categorized into Cost Avoidance, Therapeutic Recommendations, Adverse Drug Event Prevented, and Medication Error Prevented. Qualitative analysis included 16 semi-structured interviews that occurred between April 2016 and September 2016. The interviews were conducted individually with ED staff including registered nurses, nurse management, ED resident physicians, ED attending physicians, and ED service line director. Interviews included a multistakeholder analysis of feasibility and acceptability of pharmacist clinical roles in ED teams. Interviews were guided around the implementation and integration of a pharmacist's position in the ED and then recorded, transcribed, and coded to reveal relevant and common themes.
Results: 352 pharmacist interventions were analyzed in the ED for a total of 227 hours of investigation. Cost avoidance was estimated at a saving of $610.58/pharmacist staffed hour. Projected cost avoidance over the course of a year was estimated to be 1,221,160.09, with Medication Error Prevented at 65,243.75 or 47% of the total cost avoided. Interview data showed that implementation was met with overall departmental support. Those with previous experience of working with an ED dedicated pharmacist were likely to support the addition to the team. Use of an observational period was beneficial to determining the maximum utility of a pharmacist in the ED. Beneficial roles that were most noted included aiding with antibiotic stewardship, medical reconciliation, medication stock use and awareness, as well as direct pharmacy-to-ED interface. Recommendations for future implementation included preference for EM/critical care training, formal introduction of the new staff member with explicitly listed potential roles and responsibilities.
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